Relapse is one of the major contributing factors to the high burden of disability of mental illness. Strategies for relapse prevention are needed. Aboriginal and Torres Strait Islander people continue to be over-represented in mental health care nationwide. Partnerships between Aboriginal Mental Health Workers (AMHWs) and non-Indigenous health professionals can assist in provision of culturally appropriate in-patient care and promotion of self-management and relapse prevention strategies. The Australian Integrated Mental Health Initiative in the Northern Territory (AIMhiNT) aims to improve outcomes for Indigenous people with mental illness. This article reviews the quality of care provided in the Top End in-patient setting, and the involvement of AMHWs in the care of Indigenous people who are hospitalised for mental illness. Findings from a series of clinical file audits (1995, 2001 and 2004) at Royal Darwin Hospital in-patient unit are presented. The files were audited for assessment and care planning activities. The audits reveal that significant improvements in in-patient care between 1995 and 2001 were not sustained in 2004. Recording of social history, and appointment of a case manager, were less likely to occur in 2004 compared with 2001, for both non-Indigenous and Indigenous clients. AMHWs were involved in the care of only 55% of Indigenous clients. Busy in-patient units are at risk of focusing on acute care to the detriment of relapse prevention activities and culturally appropriate care. There is a need to develop models of practice that support relapse prevention for in-patient clients. Key strategies will include improved communication with clients, development of selfmanagement skills, and enhanced partnerships with Indigenous service providers.
Introduction
The proportion of Australians reporting a longterm mental health or behavioural problem has nearly doubled over the last decade (Australian Bureau of Statistics, 2006) . Hospitalisation rates are also increasing and Indigenous Australians are up to twice as likely to be hospitalised for mental and behavioural disorders as other Australians (Australian Bureau of Statistics, 2005) . Relapse prevention programs reduce symptom relapses and re-hospitalisations (Mueser, Corrigan, Hilton et al., 2002) and relapse prevention, early intervention and comorbidity have been objectives of recent national mental health policy (Australian Health Ministers, 2003; Commonwealth Department of Health and Aged Care, 2000; Teesson, 2000) .
Principles of relapse prevention have been described as awareness and understanding of illness, self-management, crisis planning, holistic approaches and equitable access to services (Rickwood, 2002) . These principles encompass service design, policy implementation and individual treatment approaches. Treatment strategies such as psychoeducation, family education, motivational interviewing, and selfmanagement are all useful relapse prevention strategies (Baker, Bucci, Lewin et al., 2006; Barrowclough, Haddock, Tarrier et al., 2001; Bodenheimer, Lorig, Holman & Grumbach, 2002; Kavanagh, Young, White et al., 2004; Pekkala & Merinder, 2002) . A recent trial in the Top End of the Northern Territory (NT) also showed good potential for relapse prevention through collaborative care planning in the remote Indigenous setting (Nagel, 2008) .
In addition, culturally appropriate service delivery is a necessary component of relapse prevention for Indigenous clients. It has been emphasised in Ways Forward (Swan & Raphael, 1995) Statistics, 2005; Cass, Lowell, Christie et al., 2002; Eades, 2005) . In the NT, where Indigenous people comprise 29% of the total NT population, but 38% of NT hospital admissions, AMHWs and cultural consultants have been employed to assist in treatment of Indigenous inpatients in hospital and community settings Health services are generally focused on acute care rather than longer term holistic treatment (Armstrong, Gillespie, Leedert et al., 2007; Mental Health Council of Australia, 2006; Rickwood, 2002) . Furthermore, stigma continues to impede collaboration with mental health clients and carers (Jorm, Korten, Jacomb et al., 1999; Rickwood, 2004; Tarrier & Barrowclough, 2003) and poor cross-cultural understanding can limit access to services (Cunningham, 2002; Fisher & Weeramanthri, 2002; Kowanko, de Crespigny, Murray et al., 2004) , communication (Cass et al., 2002; Eley, Hunter, Young et al., 2006) , and compliance (Bryce, 2002; Harrington, Thomas, Currie & Bulkanhawuy, 2006; Nagel, 2006a) .
In the Top End, AMHW role uncertainty creates further challenges. The NT ESWB strategy specifically recommended that 'whilst it is important Aboriginal people have the opportunity to undertake education and training, there must also be an avenue for the employment of people without a formal education who are recognised by their communities as being skilled in dealing with emotional and social wellbeing issues' (p. 33). It is not surprising, therefore, that AMHWs have been recruited with varied backgrounds and training and that the role of AMHWs is markedly different in different NT settings.
The Australian Integrated Mental Health Initiative NT (AIMhiNT) (a five-year multi-site project) has been seeking to improve outcomes through collaboration with AMHWs (Nagel, 2006a (Nagel, , 2006b . Top End AMHWs describe a confusing spectrum of duties, from 'cultural consultant' to 'driver' and 'shopping companion'. Some of the confusion is explained by the recognition that AMHWs bring varied skills to the work place. They may be cultural experts, and yet they often have limited literacy, and often speak English as a second language. Others may be limited in their cultural knowledge, and yet are fluent in the written and spoken English required in the workplace.
Other reasons for AMHW role diversity across the Top End relate to the heterogeneity of Indigenous culture and communities, to high turnover of staff, and to the different training and service models which have developed in Australia over the last decade (Brideson, 2004; Robinson & Harris, 2005) . These difficulties can limit the development of partnership through uncertainty about each person's role and a lack of confidence in each person's skills (Brideson, 2004; Royal Australian and New Zealand College of Psychiatrists, 2006) .
Although much is known about successful treatment strategies, and although policy with regard to early intervention and relapse prevention is clear, what is not yet known is how to reorient services and successfully integrate relapse prevention principles into day to day care. Nor is there practical guidance for integration of cultural understanding into assessment and treatment, and successful strategies for partnership with Indigenous service providers. It is in this context that we report the third in this series of file audits of the Royal Darwin Hospital.
The 1995 audit revealed poor communication between service providers and Indigenous clients and significant differences between care of Indigenous and non-Indigenous clients. The second Top End in-patient file audit in 2001 suggested that the presence of AMHWs had contributed to improved communication and that overall the quality of care had increased. The results showed increased rates of consultation with carers, increased recording of social history and improved discharge planning. These improvements were linked with the employment of AMHWs on the ward, and the increased training and teaching role of the unit . The third audit reported here shows that improvements in quality of care are difficult to sustain and explores some of the challenges to relapse prevention in this context.
Method

Rationale and procedure
The Royal Darwin Hospital in-patient psychiatric unit provides services to the Top End of the NT. This represents a population of approximately 140,000 people. In 2004, psychosis and drug-induced psychosis were the most frequent reasons for admission to hospital for Indigenous males and females (Li, 2004 . In this third audit a three-month capture of consecutive admissions (again taking first admissions only) was reviewed. Files for 67 nonIndigenous and 31 Indigenous clients were reviewed between January and March 2004. The files were reviewed for a range of assessment and treatment interventions.
The aim of the audit was to explore the process of client assessment and treatment using key indicators. Three key indicators of care were chosen for comparison of the audits over timerecording of social history, consultation with carers, and allocation of a case manager. These indicators are a subset of the first audit findings of 1995. Each of these indicators links with identified standards for mental health services (Australian Health Ministers Advisory Council's National Mental Health Working Group, 1996) .
The 1995 file audit found that unexpectedly little information about clients was recorded in the files. Files for 54% of Indigenous and 26% of non-Indigenous clients did not record employment status, while living situation (e.g., with family, or in supported accommodation) was reported as 'unknown' in 28% and 4% of cases respectively. These findings, along with the low rate of recording of other social and personal history, suggested a surprising lack of attention to the personal life of clients, to their aspirations and to their social context. As a result, subsequent audits have continued to focus on recording of social and personal history as an important measure of the degree to which communication and a holistic assessment has taken place. 'Four lines' of social history was chosen as a fairly low standard to be met in the course of an admission. The standard was met in 66% of non-Indigenous files in 1995 and subsequently rose to 82% in 2001.
Consultation with a carer was chosen as another measure of the quality of assessment. In 1995, 49% of Indigenous files reported that a carer had been consulted. In the same year 32% of Indigenous carers were recorded as 'unknown'. By 2001, 69% of files recorded consultation with carers suggesting that higher rates of consultation were achievable. The third measure of quality of care is that of follow-up post discharge. The appointment of an identified health professional to review clients post discharge is another standard component of quality care.
Scoring criteria
The 'Involuntary' criterion was met if the patient was involuntary at any time during the admission. The 'Case Manager' criterion required only that a particular health professional had been identified for the purposes of follow-up and receipt of a discharge summary. The health professional could be a nurse, doctor or allied health professional in any health setting. 'Consultation with a Carer' was scored positive if such consultation took place at any time during the admission and was recorded somewhere in the file. The 'Involvement of an Aboriginal Mental Health Worker' was scored as positive if the involvement was recorded anywhere in the file.
The 'Social History' criterion was scored positive if there were four lines or more of personal or social history recorded anywhere in the file. Community based staff often know their client's social history well -and may write detailed histories in the computerised community information system (CCIS). These notes are available to the in-patient staff via electronic access and may be printed out and placed in the file. If such histories were present in the file they were taken into account. CCIS notes were present in 40% of non-Indigenous files and 32% of Indigenous files. 
Discussion
There are a number of limitations of a retrospective file audit. In particular, it can only be a report of what was recorded -and not what may have actually been done. File notes often lacked detail. For example, there was rarely enough detail to ascertain whether DSM IV criteria for substance use or substance dependence had been met, hence the report of substance use as a 'problem' anywhere in the file, was used as the measure of substance use problems. It is also possible that the file audit findings for these three months may not be representative of the care delivered at other times of the year. There were low rates of recording of social history for both Indigenous and non-Indigenous clients, and rates of appointment of case managers at discharge had also decreased for both groups. It is likely that these changes reflect high workload secondary to increased numbers of admissions. Alternative explanations include: more complex admissions which detracted from time available for each client; or that lengths of stay decreased, leaving less time for care planning.
There is no evidence that the admissions themselves were more complex, given that there was no significant change in the number of clients detained, nor did the clients have greater comorbidity with substance misuse. On the contrary, in comparison with 2001 findings, the non-Indigenous group was significantly less likely to have a substance misuse problem.
Another possible influence on these care indicators is length of stay. Shorter lengths of stay might allow less time for comprehensive assessment and discharge planning. A review of length of stay, however, shows average length of stay was very similar for both groups in each year, and increased rather than decreased over this time.
It is not clear what factors influenced the change in quality of service delivery in 2004; however, it is likely that the increase in admission numbers impeded completion of key care planning and relapse prevention tasks such as consultation with carers, social history taking, engagement with AMHWs, and appointment of case managers post discharge.
A second important finding is that of low rates of AMHW engagement in care. They were involved in the care of only 55% of Indigenous patients in 2004. This suggests that the link between Indigenous clients and AMHWs is not being made, either through referrals not being generated, or through AMHW assessment not taking place. Alternatively this may not truly represent the engagement of AMHWs with clients, but simply the recording of that activity.
If it is not recorded, however, any information or intervention delivered by the AMHWs is not available to the rest of the treating team which will limit the usefulness of that intervention. The low percentage of clients seen may simply indicate that AMHW resources are limited and cannot meet the need at times of high admission rates. This explanation is also of concern given that 45% of clients do not then have the opportunity for the cultural brokerage offered by AMHWs on the ward.
The cultural brokerage offered by AMHWs provides an opportunity for culturally appropriate assessment and care planning with Indigenous clients. Such interventions require cross-cultural partnerships between service providers within the in-patient setting. This finding suggests that models of partnership have not been successfully developed. It is not clear what the barriers to engagement in care have been; however, the provision of cultural safety for clients cannot be achieved without also addressing issues of cultural safety for Indigenous workers.
Although quality of care in terms of these care planning indicators decreased, it did not decrease disproportionately. The significant differences in care between Indigenous and non-Indigenous clients, which were found in 1995, did not reemerge in 2004 ( Figure 4) ; however, the drop in quality of care for both groups is of concern.
These follow-up findings highlight that there are barriers to delivery of quality care for both groups of clients. In high activity mental health settings it is particularly important to put measures in place that enhance communication and comprehensive care in order to prevent repeated cycles of discharge and re-admission. It is likely that development of brief interventions and strategies for resource efficient collaborative assessment may be one ingredient of the solution. AIMhiNT has developed and trialed pictorial assessment and care planning tools for the NT remote setting which combine brevity with a holistic assessment. The tools target comorbidity and also aim to promote partnership between non-Indigenous and Indigenous service providers.
The next phase of the AIMhiNT project includes introduction of these tools to the in-patient setting and follow-up of client outcomes. This phase will provide an opportunity to further explore the development of partnership between non-Indigenous and Indigenous service providers, and between service providers and clients and carers. These file audits show that there is a need to explore strategies for reorientation of services to deliver consistent quality care and promote relapse prevention, self-management and empowerment of all clients and families.
